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K 064 [ NFPA 101 LIFE SAFETY CODE STANDARD Koe4
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Portable fire extinguishers are provided in all CORRECTIVE ACTION:
g?ﬂ?aﬁ gf};l;?gnﬁﬁg‘&n‘lgcmrdance with The vendor was called on 2-5-13 to come to
facility and perform hydrostatic testing to
fire extinguisher. Work was completed on 2-8-
13,
RESIDENTS WITH POTENTIALTO
This STANDARD is not met as evidenced by: BE AFFECTED:;
Based on observations and interview, the facility ‘
failed to inslire portable fire extinguishers All residents have the potential to be affected
%ggﬁngg?ngﬁdr:?‘aﬁc lest requirements. from missed hydrostatic test to fire
h‘tfi)bserwatit;m am;;)ir interview with the Dietary extinguishers.
anager, on February 4, 2013 at 8:
conﬁrg\ed the stainlirsys steel K-ctie?s:i%?table fire SYSTEMATIC CHANGES:
extinguisher located in the kitchen was new in R . ; -
2006 and failed to have the S-year hydrostatic Outside vendor will _com.:mue with biannual
test, checks of ali fire extinguishers to assess
This finding was verified by the Maintenance hydrostatic testing. Maintenance within facility
Sugervisor a!:ld acknowledge by the administrator will continue with monthly check of all
during the exit conference on February 5, 2013, extinguishers to assure compliance with
K UZB NFPA 101 LIFE SAFETY CODE STANDARD expiration dates and assure the checks do not
$8=D Medical gas storage and admiristration arsas are | 69 P3st the date of expiration. An audit toll will
protected in accordance with NFPA 99, Standards|  be used to assure accuracy of tracking.
for Health Care Facilities.
MONITORING:
(a) Oxygen storage locations of greater than . .
3,000 cu.ft. are enclosed by a one-hour A performance improvement plan was initlated
separation. on 2-20-13 to address procedure for assuring
fire extinguishers are up to date with required
{b) Locations for supply systems of greater than hydrostatic testing. {Medical Director,
i,gqlo1c;.ft.1 grg ;e;tad,to the outside. NFPA 99 Maintenance Director, ED, AED attended
e beE RESs meeating)
3ORATORY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TIMLE {X6) DATE

¢ deficiency statement ending with an asterisk (*) denoles a deficiency which the Institution may be excused from correcling providing it is determined that
er safaguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are discivsable 0 days
»wing the date of survay whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
s following the date these documents are made avaitable to the facllity, if deficiencies are dited, an approved plan of correction is requisite to continued
grarm participation.
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CORRECTIVE ACTION:
This STANDARD is not met as evidenced by: - .
Based on obssrvation and interview, the facility Wo rlk t: hmo;e light switch Tp tz Eve feet above
failed to assure electrical components in medical |  level of the 00r was completed by
gas storage locations were located greater than Maintenance Director on 2-8-13.
five () feet above the floor.
The ﬂndings include: RESIDENTS WITH POTENTIAL TO
Observation with the maintenance director on BE AFFECTED;
February 5, 2013 at 9:45pm confirmed the
oxygen storage room light switch was installed at No residents affected.
48-inches abova the finished floor. _
This finding was verified by the Maintenance SYSTEMATIC CHANGES;
Supervisar and acknowledge by the administrator
during the exit conference on February 5, 2013. No other oxygen storage areas ir facility.
MONITORING:
No required monitoring, work complete,
. ) inual; P f2
IRM CMS-2567(02-89) Pravious Verslons Obsolale Evant I0; ROUS21 Facilly 10: TMN3202 if conhnualfon sheet Page 20

PT/ET 39vd NMOLSTSMOW DO 958 T-486-E2vp ESIET ETBE/3Z/2H



